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Abstract
Background
Intimate partner violence (IPV) is a significant global health problem. Women who experi-
ence IPV have increased HIV incidence, reduced antiretroviral adherence, and a lower likeli-
hood of viral load suppression. There is a lack of evidence regarding how to effectively
identify and support women living with HIV (WLWH) experiencing IPV, including uncertainty
whether universal or targeted screening is most appropriate for lower-resourced settings.
We examined physical and sexual IPV prevalence and correlates among WLWH in Uganda
to understand the burden of IPV and factors that could help identify women at risk.
Methods
We utilized data from women receiving ART and enrolled in the Uganda AIDS Rural Treat-
ment Outcomes (UARTO) cohort study between 2011 and 2015. Bloodwork and inter-
viewer-administered questionnaires were completed every 4 months. IPV was assessed
annually or with any new pregnancy. Multivariate models assessed independent socio-
demographic and clinical factors correlated with IPV, at baseline and follow-up visits.
Results
455 WLWH were included. Median age was 36 years, 43% were married, and median fol-
low-up was 2.8 years. At baseline 131 women (29%) reported any experience of past or cur-
rent IPV. In the adjusted models, being married was associated with a higher risk of
baseline IPV (ARR 2.33, 95% CI 1.13–4.81) and follow-up IPV (ARR 2.43, 95% CI 1.33–
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4.45). Older age (ARR 0.96, 95% CI 0.94–0.99) and higher household asset index score
(ARR 0.81, 95% CI 0.68–0.96) were associated with lower risk of IPV during follow-up.
Conclusion
There was a high prevalence of physical and sexual IPV amongst WLWH, and many
women experienced both types of violence. These findings suggest the need for clinic-
based screening for IPV. If universal screening is not feasible, correlates of having experi-
enced IPV can inform targeted approaches.
Introduction
Intimate partner violence (IPV) is defined as behavior within an intimate relationship that
causes physical, sexual, or psychological harm. IPV is an important component of gender
inequality and a global public health problem. The lifetime prevalence of physical or sexual
IPV among women worldwide is 30% [1,2]. The dual global epidemics of IPV and HIV are
closely related [3]. Women living with HIV (WLWH) may be at increased risk of IPV [3], IPV
is associated with HIV incidence [4,5], and IPV is associated with reduced antiretroviral
(ART) adherence and a lower likelihood of viral load suppression [6,7]. These relationships
have important implications for HIV transmission and treatment, and make understanding
and intervening on IPV a high priority for the care of WLWH.
Estimates of IPV prevalence among women in Uganda vary. In a community cohort in
Uganda, past-year prevalence of physical IPV was 18% and sexual IPV was 15% [8]. The
Uganda Demographic and Health Survey found 36% of women had ever experienced physical
IPV and 22% of women had ever experienced sexual IPV [9]. In a study across 10 countries,
risk factors for physical or sexual IPV included younger age, alcohol abuse, childhood experi-
ence of abuse or domestic violence, and prior experience of IPV. Secondary education, high
socioeconomic status, and formal marriage were protective [10].
There is broad support for integrating screening and treatment of IPV into healthcare set-
tings and approaches to trauma-informed care have been developed for WLWH [2,11,12].
However, these care models largely come from higher-resourced healthcare settings [2,13].
The role of universal versus targeted IPV screening for women presenting to care is controver-
sial, and targeted screening may be more appropriate for lower-resourced healthcare settings
[14–17]. While protocols for sexual assault have been implemented in HIV care in Uganda,
comprehensive care for women experiencing IPV is lacking [18]. To better understand the
burden of IPV in women accessing HIV care, and whether there are factors that could be help-
ful for identifying women at risk, we examined IPV prevalence and correlates among WLWH
in Uganda. Understanding the burden of IPV and factors associated with IPV in settings like
Uganda, with a high IPV prevalence and a generalized HIV epidemic, is an important step for
developing effective IPV screening and treatment interventions.
Materials and methods
Study setting
Mbarara Town (population 195,000) is located in the Mbarara District of Uganda, 275 km
southwest of the capital city, Kampala. The Mbarara Regional Referral Hospital (MRRH) HIV
clinic initiates ART in more than 1,000 patients per year and offers comprehensive HIV care
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services, including ART provided through the Ugandan Ministry of Health with support from
the President’s Emergency Plan for AIDS Relief, the Global Fund, and the Family Treatment
Fund [19].
Study participants
We utilized prospective data from women enrolled in the Uganda AIDS Rural Treatment Out-
comes (UARTO) cohort study, which recruited treatment-naive adults initiating ART at the
MRRH HIV clinic. This study ran from 2005–2015 with the primary objective of understand-
ing ART adherence, virologic failure, and associated factors. Clinic patients who were at least
18 years old and living within 60 km of the clinic were eligible to enroll in the study. This anal-
ysis utilizes data from the Reproductive Health Component of the study, which ran from Octo-
ber 2011 through September 2015. Bloodwork (CD4 cells/mm3, HIV-RNA), urine beta-hCG,
and interviewer-administered questionnaires (socio-demographics, behavior, and health out-
comes) were collected every 4 months. Sexual and reproductive health data, including experi-
ence of IPV, were collected annually and at the time of any new pregnancy. Women were
included in this analysis if they completed the Reproductive Health Component questionnaire
at least once.
Measurements
Questions about IPV were adapted from the Conflicts Tactics Scale [20], which has been used
in studies of IPV in sub-Saharan Africa [8,21,22]. A history of lifetime experience of physical
or sexual IPV was assessed at baseline with the following questions:
• Have any of your sexual partners ever done any of the following: Pushed, pulled, slapped, or
held you down? Punched you? Kicked you or dragged you? Tried to strangle or burn you?
Threatened or attacked you with a gun/knife/other weapon?
• Has anyone ever physically forced you to have sex with him when you did not want to?
Current IPV was assessed at baseline and follow-up visits, and is defined as any report of
experiencing physical and/or sexual IPV in the past 12 months, or since the form was last com-
pleted. Current experience of physical or sexual IPV was assessed with the following questions:
• In the past 12 months (or since last time you completed this form), have any of your sexual
partners done any of the following: Pushed, pulled, slapped, or held you down? Punched
you? Kicked you or dragged you? Tried to strangle or burn you? Threatened or attacked you
with a gun/knife/other weapon?
• In the past 12 months (or since last time you completed this form), has anyone physically
forced you to have sex with him when you did not want to?
Socio-demographic and clinical factors assessed including age (by year), education (no
school, primary only, secondary or greater), employment status (unemployed vs. employed),
marital status (married vs. not married), age at sexual debut (15 years vs.>15 years), social
support (measured with the Social Support Scale: mean score of 10 items scored on a 4-point
scale, higher scores indicate greater social support) [23,24], hazardous alcohol use (AUDIT-C
score, with cutoff score of3 indicating hazardous alcohol use) [25,26], and probable depres-
sion (score1.75 on Hopkins Symptom Checklist) [27–29]. We also included a measure of
household asset wealth index based on the methodology of Filmer and Pritchett [30], which
includes data on durable goods, quality of housing, and the sources of energy available in the
household.
Physical and sexual intimate partner violence among women living with HIV in Uganda
PLOS ONE | https://doi.org/10.1371/journal.pone.0202992 August 27, 2018 3 / 10
Data analysis
All covariates were obtained when participants first completed the Reproductive Health Com-
ponent questionnaire, with the exception of age at sexual debut which was asked at study
enrollment. Descriptive statistics were used to assess key characteristics of study participants.
The primary outcome of interest was any report of current physical and/or sexual IPV during
the study period (yes vs. no). We examined associations between covariates and current IPV
using Fisher’s Exact Test for categorical variables and the Wilcoxon rank sum test for continu-
ous variables. We fit logistic regression models to assess correlates of current IPV at the base-
line study visit, and of IPV during follow-up study visits. All significant covariates from the
unadjusted analyses (p<0.25) were selected for the adjusted logistic regression model [31]. Sta-
tistical tests were two-sided, and significance was determined at the alpha = 0.05 level. Data
analysis was performed in Stata V14.2 (StataCorp LLC, College Station, TX).
Ethics considerations
Ethical approval for all study procedures was obtained from the Institutional Review Commit-
tee, Mbarara University of Science and Technology; the Uganda National Council of Science
and Technology; the Partners Human Research Committee, Massachusetts General Hospital;
the Committee on Human Research, University of California at San Francisco; and the
Research Ethics Board of Simon Fraser University. All participants provided voluntary, written
informed consent at study enrollment. Women reporting experience of violence were referred
to locally available counseling services.
Results
A total of 455 women contributed to the analysis (Table 1). Of those, median age at baseline
was 36 years (IQR: 29–43) and median time on ART was 4 years (IQR: 0–5.1). 196 (43%) were
married, 119 (26%) were widowed, 110 (24%) were divorced/separated, and 30 (7%) were
never married. Women reported a median of 1 sexual partner in the past 12 months (IQR:
0–1). Of the 316 women (69%) with at least 1 recent sexual partner, 252 (80%) reported that
their partner knew their HIV status at the last sexual encounter, and 219 (69%) reported that
they knew their partner’s HIV status at the last sexual encounter. Women were followed for a
median of 2.8 years (IQR: 2.1–3.0), contributing 1,161 person years of follow-up.
At baseline, 131 women (29%) reported any experience of past or current IPV. Of those, 65
(50%) experienced physical violence only, 23 (18%) experienced sexual violence only, and 43
(33%) experienced both. An average of 6% of women per year reported current IPV, but
reporting of IPV declined over time (Fig 1). Current IPV was reported by 10% of women in
2011, 11% of women in 2012, 7.2% of women in 2013, 4.0% of women in 2014, and 3.0% of
women in 2015 (p<0.001, chi-squared test for trend).
34 women (7.5%) reported current IPV at their baseline visit. Of those, 9 (26%) reported
physical violence only, 16 (47%) reported sexual violence only, and 9 (26%) reported both. 50
women (11%) reported current IPV at least once during study follow-up. Of those, 17 (34%)
reported physical violence only, 19 (38%) reported sexual violence only, and 14 (28%) reported
both.
We developed logistic regression models to assess correlates with current IPV at baseline,
and with current IPV during follow-up study visits. For current IPV at baseline, 431 women
contributed complete data (Table 2). Of the women excluded from the analysis, 2 were missing
data on current IPV at baseline, 13 were missing data on age at sexual debut, 6 were missing
employment status, and 3 were missing household asset index. Household asset index, educa-
tion, age at sexual debut, and social support were excluded from the adjusted model. In the
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adjusted model, being married (ARR 2.33, 95% CI 1.13–4.81) was associated with higher risk
of experiencing current IPV.
For current IPV at follow-up visits, 420 women contributed complete data (Table 3). Of the
women excluded from the analysis, 13 were missing data on IPV during follow-up, 13 were
missing age at sexual debut, 6 were missing employment status, and 3 were missing household
asset index. Education and depression were excluded from the adjusted model. In the adjusted
model, being married (ARR 2.43, 95% CI 1.33–4.45) was associated with higher risk of
experiencing current IPV, while older age (ARR 0.96, 95% CI 0.94–0.99) and higher household
asset index (ARR 0.81, 95% CI 0.68–0.96) were associated with lower risk of IPV.
Discussion
In this cohort of women accessing HIV care in rural Uganda, 131 women (29%) reported any
experience of physical or sexual IPV at baseline. An average of 6% of women per year reported
current physical or sexual IPV, but reporting declined over time. At baseline, 7.5% of women
reported physical or sexual violence in the past 12 months. While our data is similar to global
lifetime IPV prevalence estimates, it shows a lower prevalence of IPV than other studies in
Uganda [8,9]. The differences in our analysis may be due to several factors, including selection
bias. The women in our cohort, who accessed ART and participated in a longitudinal cohort
Table 1. Baseline characteristics of HIV-infected women accessing ART in rural Uganda.
Variable N Median (IQR) n (%)
Age (years) 454 36 (29–43)
Household asset index score 455 -0.2 (-1.5–1.3)
Education 455
No school 87 (19%)
Primary only 242 (53%)
Secondary or greater 126 (28%)
Not employed 455 132 (29%)
Relationship status 455
Married 196 (43%)
Widowed 119 (26%)
Divorced/Separated 110 (24%)
Never married 30 (7%)
Number of sexual partners in last 12 months 455 1 (0–1)
Primary partner knows woman’s HIV status 316 252 (80%)
Primary partner’s HIV status 316
HIV positive 160 (51%)
HIV negative 59 (19%)
Don't know 97 (31%)
CD4 count (cells/mm3) 449 392 (286–536)
HIV-1 RNA suppression (on ART 6 mo) 323 301 (93%)
Years on ART 455 4.0 (0–5.1)
Age at sexual debut15 years 442 102 (23%)
Social support scale score 455 3.2 (2.7–3.7)
Hazardous alcohol use (AUDIT-C) 455 20 (4%)
Probable depression (HSCL-D) 455 56 (12%)
316 women with1 sexual partner at baseline
https://doi.org/10.1371/journal.pone.0202992.t001
Physical and sexual intimate partner violence among women living with HIV in Uganda
PLOS ONE | https://doi.org/10.1371/journal.pone.0202992 August 27, 2018 5 / 10
Fig 1. Percent of women who report current physical and/or sexual IPV, with 95% CI (N = 1,813 study visits).
https://doi.org/10.1371/journal.pone.0202992.g001
Table 2. Estimates from unadjusted and adjusted logistic regression analyses to identify factors associated with intimate partner violence at baseline (N = 431
women).
Variable Unadjusted RR 95% CI p-value Adjusted RR 95% CI p-value
Age, years 0.96 0.92–0.99 0.018 0.98 0.94–1.02 0.316
Household asset index score 0.96 0.83–1.11 0.554
Education
No school 1
Primary only 1.28 0.49–3.34 0.616
Secondary or greater 1.39 0.49–3.92 0.534
Not employed 2.13 1.11–4.10 0.023 1.83 0.94–3.55 0.074
Married 2.59 1.28–5.20 0.008 2.33 1.13–4.81 0.022
Age at sexual debut 15 years 1.07 0.50–2.31 0.856
Social support scale score 1.09 0.73–1.62 0.671
Hazardous drinking 2.83 1.10–7.29 0.031 2.61 0.98–6.98 0.056
Probable depression 2.19 1.04–4.61 0.039 1.97 0.91–4.23 0.083
https://doi.org/10.1371/journal.pone.0202992.t002
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study, may be relatively advantaged compared to the general population. The women in our
cohort were older than the general population [32], and 28% of women in our sample had
some secondary education or greater, versus 16% of Ugandan women nationally [33]. 93% of
women in this cohort on ART at least 6 months had HIV-1 RNA suppression, while only 63%
of women in Uganda living with HIV are virally suppressed [34]. Nonetheless, our findings
demonstrate that IPV is a common health problem among women accessing HIV care. The
reasons for the decline in IPV reporting over time are unclear. Our study protocol included
referral for women reporting IPV, though we do not know what proportion of women
accepted that referral.
In the adjusted models, being married was associated with an increased risk of IPV, and
younger age and lower household asset index were associated with an increased risk of IPV
during study follow-up. The association between marital status and IPV is mixed in the litera-
ture. Marriage may indicate a higher likelihood or frequency of intimate partner contact. In
most studies, being single, separated, or divorced is associated with increased risk of IPV
[1,35]. In another community in Uganda, being in a relationship with a husband carried more
risk for IPV [8,36]. Younger age and lower socio-economic status have been associated with
IPV in other studies [1], and seems to be a shared risk factor across diverse settings and popu-
lations of women. It is unclear why these associations were present only for IPV during study
follow-up, and merits further investigation.
Limitations of this analysis include the fact that under-reporting of IPV is possible, and we
did not measure emotional IPV. The WHO multi-country survey used a longer and more
detailed questionnaire to measure IPV, which may facilitate disclosure [37,38]. This was also a
cross-sectional analysis so could not assess causality.
Conclusion
This analysis shows a large burden of IPV within a population of Ugandan women accessing
ART and engaged in HIV care. Within the setting of chronic HIV care with regular follow-up,
we are missing opportunities to address IPV and the subsequent negative health consequences.
Models of care to address IPV in women accessing healthcare have not been widely developed
and tested for sub-Saharan Africa, but trauma-informed care models for WLWH in the United
States may serve as a guide [12]. Our findings suggest the need for clinic-based screening for
Table 3. Estimates from unadjusted and adjusted logistic regression analyses to identify factors associated with intimate partner violence during study follow-up
(N = 420 women).
Variable Unadjusted RR 95% CI p-value Adjusted RR 95% CI p-value
Age, years 0.95 0.93–0.98 0.001 0.96 0.94–0.99 0.011
Household asset index score 0.83 0.70–0.97 0.022 0.81 0.68–0.96 0.017
Education
No school 1
Primary only 1.31 0.62–2.74 0.482
Secondary or greater 0.98 0.41–2.32 0.958
Not employed 2.01 1.19–3.42 0.010 1.46 0.85–2.48 0.167
Married 2.62 1.48–4.62 0.001 2.43 1.33–4.45 0.004
Age at sexual debut 15 years 1.66 0.95–2.90 0.072 1.52 0.86–2.68 0.153
Social support scale score 0.78 0.56–1.07 0.127 0.94 0.69–1.30 0.717
Hazardous drinking 2.03 0.82–5.04 0.127 1.5 0.58–3.85 0.402
Probable depression 1.51 0.75–3.05 0.245
https://doi.org/10.1371/journal.pone.0202992.t003
Physical and sexual intimate partner violence among women living with HIV in Uganda
PLOS ONE | https://doi.org/10.1371/journal.pone.0202992 August 27, 2018 7 / 10
IPV in this setting. If universal screening is not feasible, correlates of IPV such as marital sta-
tus, younger age, and lower socio-economic status can inform targeted approaches.
Supporting information
S1 File. Analysis dataset.
(XLSX)
Acknowledgments
We thank the UARTO participants and research staff who made this study possible.
Author Contributions
Conceptualization: Cynthia R. Young, Angela Kaida, Lynn T. Matthews.
Formal analysis: Cynthia R. Young.
Writing – original draft: Cynthia R. Young, Angela Kaida, Lynn T. Matthews.
Writing – review & editing: Cynthia R. Young, Angela Kaida, Jerome Kabakyenga, Winnie
Muyindike, Nicholas Musinguzi, Jeffrey N. Martin, Peter W. Hunt, David R. Bangsberg,
Jessica E. Haberer, Lynn T. Matthews.
References
1. World Health Organization/London School of Hygiene and Tropical Medicine. Preventing intimate part-
ner and sexual violence against women: Taking action and generating evidence. Geneva; 2010. https://
doi.org/10.1136/ip.2010.029629 PMID: 20921563
2. World Health Organization. Responding to intimate partner violence and sexual violence against
women: WHO clinical and policy guidelines. Geneva; 2013. PMID: 24354041
3. Kouyoumdjian FG, Findlay N, Schwandt M, Calzavara LM. A systematic review of the relationships
between intimate partner violence and HIV/AIDS. PLoS One. 2013; 8: e81044. https://doi.org/10.1371/
journal.pone.0081044 PMID: 24282566
4. Jewkes RK, Dunkle K, Nduna M, Shai N. Intimate partner violence, relationship power inequity, and inci-
dence of HIV infection in young women in South Africa: a cohort study. Lancet (London, England).
2010; 376: 41–8.
5. Kouyoumdjian FG, Calzavara LM, Bondy SJ, O’Campo P, Serwadda D, Nalugoda F, et al. Intimate part-
ner violence is associated with incident HIV infection in women in Uganda. Aids. 2013; 27: 1331–1338.
https://doi.org/10.1097/QAD.0b013e32835fd851 PMID: 23925380
6. Hatcher AM, Smout EM, Turan JM, Christofides N, Sto¨ckl H, Stockl H. Intimate partner violence and
engagement in HIV care and treatment among women: a systematic review and meta-analysis. AIDS.
2015; 29(16): 2183–94. https://doi.org/10.1097/QAD.0000000000000842 PMID: 26353027
7. Hampanda KM. Intimate partner violence and HIV-positive women’s non-adherence to antiretroviral
medication for the purpose of prevention of mother-to-child transmission in Lusaka, Zambia. Soc Sci
Med. 2016; 153: 123–30. https://doi.org/10.1016/j.socscimed.2016.02.011 PMID: 26896876
8. Kouyoumdjian FG, Calzavara LM, Bondy SJ, O’Campo P, Serwadda D, Nalugoda F, et al. Risk factors
for intimate partner violence in women in the Rakai Community Cohort Study, Uganda, from 2000 to
2009. BMC Public Health. 2013; 13: 566. https://doi.org/10.1186/1471-2458-13-566 PMID: 23759123
9. Uganda Bureau of Statistics—UBOS and ICF. Uganda Demographic and Health Survey 2016. Kam-
pala, Uganda; 2018.
10. Abramsky T, Watts CH, Garcia-Moreno C, Devries K, Kiss L, Ellsberg M, et al. What factors are associ-
ated with recent intimate partner violence? findings from the WHO multi-country study on women’s
health and domestic violence. BMC Public Health. BioMed Central; 2011; 11: 109. https://doi.org/10.
1186/1471-2458-11-109 PMID: 21324186
11. O’Doherty L, Hegarty K, Ramsay J, Davidson LL, Feder G, Taft A. Screening women for intimate part-
ner violence in healthcare settings. Cochrane database Syst Rev. 2015; 7: CD007007.
Physical and sexual intimate partner violence among women living with HIV in Uganda
PLOS ONE | https://doi.org/10.1371/journal.pone.0202992 August 27, 2018 8 / 10
12. Machtinger EL, Cuca YP, Khanna N, Rose CD, Kimberg LS. From treatment to healing: the promise of
trauma-informed primary care. Women’s Heal Issues. Elsevier; 2015; 25(3): 193–7.
13. Bair-Merritt MH, Lewis-O’Connor A, Goel S, Amato P, Ismailji T, Jelley M, et al. Primary care-based
interventions for intimate partner violence: a systematic review. Am J Prev Med. 2014; 46(2): 188–94.
https://doi.org/10.1016/j.amepre.2013.10.001 PMID: 24439354
14. Joyner K, Mash RJ. The value of intervening for intimate partner violence in South African primary care:
project evaluation. BMJ Open. 2011; 1(2): e000254. https://doi.org/10.1136/bmjopen-2011-000254
PMID: 22146888
15. Joyner K, Mash B. A comprehensive model for intimate partner violence in South African primary care:
action research. BMC Health Serv Res. 2012; 12: 399. https://doi.org/10.1186/1472-6963-12-399
PMID: 23151248
16. Joyner K, Mash R. Recognizing intimate partner violence in primary care: Western Cape, South Africa.
PLoS One. 2012; 7(1): e29540. https://doi.org/10.1371/journal.pone.0029540 PMID: 22242173
17. Rees K, Zweigenthal V, Joyner K. Implementing intimate partner violence care in a rural sub-district of
South Africa: a qualitative evaluation. Glob Health Action. 2014; 7(s1): 24588.
18. Ministry of Health. Consolidated guidelines for the prevention and treatment of HIV in Uganda. Kam-
pala, Uganda; 2016.
19. Geng E, Bwana M, Kabakyenga J, Muyindike W, Emenyonu N, Musinguzi N, et al. Diminishing avail-
ability of publicly funded slots for antiretroviral initiation among HIV-infected ART-eligible patients in
Uganda. PLoS One. 2010; 5: e14098. https://doi.org/10.1371/journal.pone.0014098 PMID: 21124842
20. Straus MA. Measuring intrafamily conflict and violence: the Conflict Tactics (CT) Scales. J Marriage
Fam. 1979; 41: 75.
21. Maman S, Mbwambo JK, Hogan NM, Kilonzo GP, Campbell JC, Weiss E, et al. HIV-positive women
report more lifetime partner violence: findings from a voluntary counseling and testing clinic in Dar es
Salaam, Tanzania. Am J Public Health. American Public Health Association; 2002; 92: 1331–7. PMID:
12144993
22. Kayibanda JF, Bitera R, Alary M. Violence Toward Women, Men´s Sexual Risk Factors, and HIV Infec-
tion Among Women. JAIDS J Acquir Immune Defic Syndr. 2012; 59: 300–307. https://doi.org/10.1097/
QAI.0b013e31823dc634 PMID: 22227491
23. Antelman G, Smith Fawzi MC, Kaaya S, Mbwambo J, Msamanga GI, Hunter DJ, et al. Predictors of
HIV-1 serostatus disclosure: a prospective study among HIV-infected pregnant women in Dar es
Salaam, Tanzania. AIDS. 2001; 15: 1865–74. PMID: 11579250
24. Broadhead W, Gehlbach S, de Gruy F, Kaplan B. The Duke-UNC Functional Social Support Question-
naire. Measurement of social support in family medicine patients. Med Care. 1988; 26: 709–23. PMID:
3393031
25. Bush K, Kivlahan DR, McDonell MB, Fihn SD, Bradley KA. The AUDIT alcohol consumption questions
(AUDIT-C): an effective brief screening test for problem drinking. Ambulatory Care Quality Improvement
Project (ACQUIP). Alcohol Use Disorders Identification Test. Arch Intern Med. 1998; 158: 1789–95.
PMID: 9738608
26. Bradley KA, Bush KR, Epler AJ, Dobie DJ, Davis TM, Sporleder JL, et al. Two brief alcohol-screening
tests From the Alcohol Use Disorders Identification Test (AUDIT): validation in a female Veterans Affairs
patient population. Arch Intern Med. 2003; 163: 821–9. https://doi.org/10.1001/archinte.163.7.821
PMID: 12695273
27. Derogatis LR, Lipman RS, Rickels K, Uhlenhuth EH, Covi L. The Hopkins Symptom Checklist (HSCL).
A measure of primary symptom dimensions. Mod Probl Pharmacopsychiatry. 1974; 7: 79–110. PMID:
4607278
28. Bolton P, Ndogoni L. Cross-cultural assessment of trauma-related mental illness: research report sum-
mary. CERTI Crisis and Transition Tool Kit. 2000.
29. Winokur A, Winokur DF, Rickels K, Cox DS. Symptoms of emotional distress in a family planning ser-
vice: stability over a four-week period. Br J Psychiatry. 1984; 144: 395–9. PMID: 6722401
30. Filmer D, Pritchett LH. Estimating wealth effects without expenditure data—or tears: an application to
educational enrollments in states of India. Demography. 2001; 38: 115–32. PMID: 11227840
31. Hosmer DW, Lemeshow S. Applied logistic regression. New York: Wiley; 2000.
32. The World Factbook 2013–14. In: Washington, DC: Central Intelligence Agency [Internet]. 2013 [cited 6
May 2016].
33. Uganda Bureau of Statistics, ICF International Inc. Uganda Demographic and Health Survey 2011.
Kampala, Uganda; Calverton, Maryland; 2012.
Physical and sexual intimate partner violence among women living with HIV in Uganda
PLOS ONE | https://doi.org/10.1371/journal.pone.0202992 August 27, 2018 9 / 10
34. Folayan MO, Harrison A, Brown B, Odetoyinbo M, Stockman JK, Ajuwon AJ, et al. Associations
between Forced Sexual Initiation, HIV Status, Sexual Risk Behavior, Life Stressors, and Coping Strate-
gies among Adolescents in Nigeria. PLoS One. 2016; 11: 16.
35. Taillieu TL, Brownridge DA. Violence against pregnant women: Prevalence, patterns, risk factors, theo-
ries, and directions for future research. Aggress Violent Behav. 2010; 15: 14–35.
36. Koenig MA, Lutalo T, Zhao F, Nalugoda F, Kiwanuka N, Wabwire-Mangen F, et al. Coercive sex in rural
Uganda: prevalence and associated risk factors. Soc Sci Med. 2004; 58: 787–98. PMID: 14672593
37. World Health Organization. WHO multi-country study on women’s health and domestic violence against
women. Geneva: World Health Organization; 2005.
38. Ellsberg M, Carroll L, Heise L. Researching violence against women: a practical guide for researchers
and activists. World Health Organization. Washington D.C.; 2005.
Physical and sexual intimate partner violence among women living with HIV in Uganda
PLOS ONE | https://doi.org/10.1371/journal.pone.0202992 August 27, 2018 10 / 10
